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The manuscript by Dr Goldstein and colleagues explores the
issue of repairing abdominal aortic aneurysms in a very special
group of patients, the oldest of old, nonagenarians. They report
their outcomes of endovascular repair (EVAR) in this small and
unique cohort. Given the advanced age of the patients, the authors
show very acceptable morbidity and mortality rates. They do
temper their conclusions with caveats about intervening on pa-
tients with multiple medical comorbidities. It is not unexpected
that the authors found an inverse relationship between the number
of comorbidities and long-term survival. With the largest series to
date in 90 year olds with long-term follow-up, a few distinct
observations should be made.
I believe this article raises the most important concern – the
importance of individual patient selection. The surgeon must
establish a quality patient relationship and exercise excellent pa-
tient and family communication. The nonagenarian and his or her
family must be attuned to the realistic outcomes associated with
this disease process, especially in elderly patients with numerous
comorbidities. We must remind ourselves that in such challenging
situations, just because we can technically perform the procedure,
surgical intervention may not be the right decision for the patient?
This conversation is much easier to approach in the asymptomatic
patient in whom the risk of rupture may be much less than the true
mortality rate of a nonagenarian. National Vital Statistics state that
the general life expectancy for 90-year-olds is 5 years and 3.6 yearssion may be to not intervene, a decision that is generally difficult
for many, both physicians and families alike.
In the Hippocratic Oath, physicians pledge to consider more
than a patient’s pathology but also to realize that “illness may affect
the person’s family and economic stability”. The independent
elderly may end up dependent upon family members or in a skilled
facility following repair, Alternatively, older persons may have a
very fixed and limited income. The expenses associated with EVAR
and themandatory future follow-up imaging (and associated trans-
portation costs) needs to be considered when intervention is being
discussed. Undue stress on a person and/or their family may
represent a worse situation than that of living with the risk of
aneurysm rupture. Due to advances in medical science, nonagenar-
ians, while a small proportion of the population, are increasing in
numbers. These conversations between the patient, families, and
physician will become more commonplace in all medical special-
ties. I fully agree with the authors in their conclusion that perhaps
we must “consider a higher aortic diameter threshold in this fragile
elderly population”. Above all, exercise caution and moderation.
In this special circumstance, posing the question to yourself,
“What would I want done to my parent?” is very appropriate.
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